Weekly Emergency Medication Check
[bookmark: _GoBack]Please verify on the first full day of every week that all the emergency medications provided by a student’s parents match the medications listed on the emergency medical care plan.  To begin, fill in student name, sign and initial the bottom of this form, and initial each section weekly.  Please be sure to check all sections of the form every week and if any discrepancies are noted, notify your Supervisor and ISD Nurse.
Student Name:________________________________________________________________________________
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	Medications in blue bag match care plan 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Medication doses match care plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Medications are not expired
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Medications are kept locked up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



Signature:___________________________________________________Initials:___________________________
